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myocardial infarction, heart failure, history of coronary-artery bypass
graft and stage 3 chronic kidney disease (CKD) was referred to our
vascular center for the treatment of long-standing (over 2 year)
painful leg swelling with non-healing stasis and phlegmon in the left
(Figure 1A). The leg edema had appeared suddenly and developed
after left hemiparesis due to cerebral infarction.
Relevant test results prior to catheterization. There was no evidence of
deep vein thrombus and iatrogenic arteriovenous ﬁstula. Contrast-
enhanced computed tomography revealed chronic total occlusion of
left common iliac vein caused by compression between the iliac artery
and vertebra, and multiple arteriovenous malformations in the left
lower extremity. Therefore we diagnosed his left leg edema was
caused by iliac vein compression (IVC) complicated with multiple
arteriovenous malformation (AVM).
Relevant catheterization ﬁndings. The AVM deemed acquired and chal-
lenging to treat because of its multifocality. Thus, we decided to treat
the left iliac vein compressed. 3F short sheath was placed at left
common femoral vein while 4F sheath was inserted at right common
femoral vein. Conﬁrmatory venography with bidirectional approach
revealed the left iliac vein disruption (Figure 1B).
[INTERVENTIONAL MANAGEMENT]
Procedural step. The disruption was successfully crossed with 0.014
inch guidewire using mother-child technique; microcatheter sup-
ported by 4F guiding catheter (Figure 2A). Following predilatation,
intravascular ultrasonography also demonstrated the shrinkage of the
left common iliac vein (Figure 2B). The sheath was exchanged to 6F
crossover sheath after guidewire exchange from 0.014 inch to 0.035
inch, and self-expandable nitinol stent (Smart Control 10x40mm2,
Cord is, Bridgewater, NJ) was primarily implanted. Final venography
demonstrated an excellent result after post dilatation (Figure 3B).
Next day after the intervention, the patient’s symptom improved
dramatically without decompensated heart failure. The patient was
uneventfully discharged from the hospital with oral anticoagulant and
single anti platelet therapies 9 days after the intervention. Thirty days
after intervention, the patient was completely relieved from leg pain,
and leg swelling signiﬁcantly improved with healed stasis and
phlegmon (Figure 3A).Case Summary. With the aging society, IVC complicated by AVM could
be a novel subset of vascular disorders. Given an unrealistic approach
of AVM treatment and durability of iliac vein stenting in the clinical
practice, “iliac vein stenting alone” can be a viable option even for the
treatment of IVC complicated by AVM.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. S.O.
Relevant clinical history and physical exam. A 73-year-old type 2 diabetic
male, was on dialysis admitted to our institution because of non-
healed multiple ulcer of the right 1st, 2nd, 3rd and 4th toe and un-
controlled rest pain. Ankle brachial pressure index (ABI) and skin
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showed calciﬁed superﬁcial femoral artery (SFA) stenosis and popli-
teal artery (POP) occlusion. below-the-knee (BTK) arteries were not
clearly visualized.
Relevant test results prior to catheterization. Control angiogram disclosed
SFA stenosis and POP occlusion. tibioperoneal trunk (TPT) was also
occluded. peroneal artery (PA) was opened, but both tibial arteries
were occluded. Endovascular therapy (EVT) to his SFA, POP and TPT
were performed. SFA and POP were successfully recanalized with only
antegrade approach. However, antegrade guidewire could not cross
the occluded TPT. Then PA puncture was done for retrograde access.
Thanks to the bi-directional wiring, TPT was nicely recanalized.Relevant catheterization ﬁndings. After the occluded TPT recanalization,
retrograde system (1.8-Fr microcatheter and guidewire) was removed
and peroneal artery was dilated with 2.0mm balloon for hemostatic
procedure. We routinely performed 10 minutes dilatation with
optimal sized balloon as a hemostatic procedure after PA puncture.
However in this case, bleeding was continued. Then we had to done
additional 10 minutes dilatation, but patient could not keep rest.
Therefore, we could not check the ﬁnal angiogram.
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Procedural step. Therefore, we continued the extra-vasular compres-
sion with elastic bandage overnight. Tomorrow morning, we evaluate
the puncture site with duplex. Fortunately, continuous bleeding was
not observed in puncture site. However, ﬁve days after EVT, follow-
up duplex examination pointed out a large pseudoaneurysm in his
right calf. Percutaneous trans-catheter embolization was attempted
for this large pseudoaneurysm. 4-Fr 50cm sheath was inserted to his
common femoral artery. Control angiogram disclosed large pseudoa-
neurysm at PA. If the thrombotic complication was happened to this
PA (it’s only one patent artery) during the embolic procedure, his foot
condition became worth. Therefore, we treat the occluded ATA before
the embolization. ATA was dilated with 2.5/3.0mm tapered balloon.
After the ATA revascularization, coil embolization for pseudoaneur-
ysm was done. Hydrophilic polymer-jacketed guidewire was carefully
advanced into the pseudoaneurysm with a back-up support of
microcatheter. Sixteen detachable coils were inserted to the pseu-
doaneurysm. And long time (5 minutes) dilatation with 2.0mm long
balloon for PA was performed (balloon assisted hemostatic proce-
dure). After the procedure, the pseudoaneurysm was completely
disappeared.Case Summary. Bi-directional wiring is effective strategy to negotiate
the complex BTK occlusion. There is several retrograde access tech-
niques to establish a bi-directional approach. PA puncture is one of
the good options, However, PA is located in deep from the skin, he-
mostatic procedure is slightly difﬁcult. Then, puncture site compli-
cation after PA puncture is sometimes observed. Injection of
Thrombin or other embolic agents are well-known reasonable strategy
for pseudoaneurysm. However, it contains some risk of thrombotic
complication. And for patients with CLI, these complication cause
miserable result. Coil embolization for puncture site pseudoaneurysm
might be a reasonable option for CLI patients.TCTAP C-207
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. S.Y
Relevant clinical history and physical exam. A 56-year-old man, with
chronic kidney disease and stomach cancer (postlaparotomy), un-
derwent endovascular aneurysm repair (EVAR) of an asymptomatic
abdominal aorticaneurysm (AAA), 55 mm in maximum diameter,
detected by contrast-enhanced computed tomography (CT).
However, AAA gradually expanded over 2 years to a maximum
diameter of 60mm due to type IIendoleak from left IIA as diagnosed
by contrast-enhanced CT.
